T he aging of our population represents a most significant demographic change affecting American society. It has important challenges and consequences for the nation's economic, social, and health institutions and for the health and well-being of older persons and their families. Improved standards of living and medical advances in the prevention and control of formerly fatal infectious diseases have made it possible for an increasing number of persons to reach an age at which they become more vulnerable to heart diseases, stroke, cancer, arthritis, mental disorders, and other chronic illnesses causing limited or total disability.
As more people live longer, chronic diseases, most commonly conditions of middle and old age, have emerged as major causes of disability and functional dependency requiring services that affect many sectors of the economy: income security, health, housing, transportation, and recreation. The burden of chronic diseases poses a great challenge for policymakers, for providers of long-term care services, including families and friends, and for the individual suffering from the disease.
The changing structure of the population resulting from declines in mortality are first described in this paper as a basis for understanding the magnitude of the aging problem. The health of the elderly will be examined in terms of their health status, use of medical services, costs of health care, and future morbidity patterns. We will then address the policy issues and challenges for long-term care emerging from these demographic changes. The final section briefly looks at the future of aging policy.
The Changing Demographics
The distribution of the population in the United States has shifted rapidly. In recent years, both the number and the proportion of the population aged sixty-five and over have increased significantly. At the turn of the century there were only 3.1 million elderly people, 4.0 percent of the total population (Exhibit 1). Forty years later the number of elderly tripled to nine million and the proportion increased to 6.8 percent. By 1980, the elderly population almost tripled again to 25.5 million persons, representing 11.3 percent of the total population.
Within the age group sixty-five and over, the number and proportion of very old have also increased rapidly. In 1900, less than one million persons were seventy-five years and over, comprising 29 percent of the Declining death rates among the elderly, especially in recent years, have also contributed to the growth in the elderly population. The leading causes of death for the elderly are heart disease, cancer, stroke, influenza and pneumonia, and arteriosclerosis. Death rates for all these causes except cancer have been declining. From 1950 to 1979, the death rate for people sixty-five years and over decreased 17 percent. Since the population eighty-five years and over is growing more rapidly than the sixty-five to eighty-five population, a more accurate picture of mortality trends is provided by the age-adjusted death rate, which eliminates the distortions by guest on July 13, 2015 Health Affairs by content.healthaffairs.org Downloaded from of changing age composition, The age-adjusted death rate for those sixtyfive and over fell 27 percent from 1950 to 1979; and the decline for females was nearly twice as great as that for males.
According to the National Center for Health Statistics, about half of the overall decline in mortality among the elderly during the period 1950-1979 resulted from the decline in heart disease mortality, the leading cause of death; another quarter is associated with the fall in the death rates for stroke, the third leading cause of death. Cancer, the second leading cause, is the only major cause of death to have increased. 2 A variety of factors are responsible for the substantial declines in mortality from heart disease and stroke during the past three decades. Contributing factors include improved medical services, greater availability of coronary care units, advanced surgical and medical treatment of coronary heart disease, improved control of blood pressure, decreased smoking, modified eating habits, increased exercise, and healthier life-styles in general.
Mortality has improved for males and females throughout the three decades since 1950, but women have experienced more rapid improvements for most leading causes of death. In 1950, the age-adjusted rate for males sixty-five years and over was 34 percent higher than that for females; by 1979, the difference had increased to 69 percent. 3 Of the leading causes of death among the elderly in 1979, sex differences were most pronounced for cancer. Lung cancer exhibited the greatest disparity, with male mortality nearly five times greater than female mortality.
Health Status
The incidence of chronic illness increases with age and becomes a major cause of disability requiring medical care; the cost of care for those suffering from chronic illness accounts for a large proportion of the nation's health care expenditures. Chronic conditions are prevalent among the elderly: 44 percent have arthritis, 27 percent have heart conditions, 38 percent have hypertension, and 28 percent have a hearing impairment, many with more than one condition. 4 As shown in Exhibit 3, 30 percent of the noninstitutionalized elderly report that their health is fair or poor compared with older people their age. 5 Approximately 32 million persons, 14 percent of the noninstitutionalized population, reported limitations of activity due to chronic diseases in 1981. Not surprisingly, the number limited in activity increases with age, rising from 7 percent of the total under forty-five years to 24 percent at ages forty-five to sixty-four, and 46 percent at age sixty-five and over. Almost nine out of ten aged persons with limitation of activity due to chronic conditions are limited in the amount or kind of major activity (for example, working or keeping house). Among the elderly with restricted activity, forty days per year were restricted-activity days, of which by guest fourteen days were confined to bed. 6 Although men and women differ little in the proportion reporting fair or poor health, the proportions of each sex reporting inability to carry out their major activity because of health differ substantially. Forty-five percent of elderly men, but only 35 percent of elderly women report that they cannot carry on their major activity because of health problems. The men may actually be in poorer health-certainly death and hospital utilization rates are higher for men than for women-or their reports of poorer health may be a reaction to mandatory retirement because of age. 7 Since need for help increases sharply with age, the very old have more need for assistance than the younger-old. For instance, in 1979, of the noninstitutionalized population, 5 percent of the people sixty-five to seventyfour years of age compared with 35 percent of those eighty-five years and over, needed help in one or more basic physical activities such as walking, going outside, bathing, dressing, using the toilet, getting in and out of. bed or chair, or eating. Similar patterns of need for other types of assistance are also reported. Elderly people make more frequent visits to physicians than younger people. In 1981, noninstitutionalized elderly people had a physician contact (other than visits to hospital inpatients) on an average of 6.6 times a year, in contrast to an average of 5.4 times for persons aged forty-five to sixty-four. About 80 percent had a physician contact within the preceding year and 70 percent within six months. Only about 5 percent had not seen a physician for five or more years. 10 Nine out of ten elderly people had a regular source of care and eight out of ten saw a single doctor for their care.
Elderly people are hospitalized more frequently and stay in the hospital longer than younger persons. There were more than 10 million aged discharges from nonfederal, short-stay hospitals in 1981 with total of 109 million days of care.
11 More than one-quarter (27 percent) of all people discharged were elderly and almost two-fifths (39 percent) of all days spent in hospitals were by elderly people. Only 4 percent of the civilian noninstitutionalized people were seventy-five years of age or older in 1981, yet they accounted for 13 percent of the discharges and 21 percent of all the days of care.
According to the 1977 National Nursing Home Survey, about 5 percent of the elderly compared with 22 percent of the very old (eighty-five years and over) are in nursing homes. 12 Other chronically ill elderly persons are in psychiatric or other chronic disease hospitals, Veterans Administration hospitals, and other long-term care facilities. In general, elderly residents of nursing homes suffer from multiple chronic conditions and functional impairments. Almost two-thirds (63 percent) are senile, 36 percent have heart trouble, and 14 percent have diabetes.
Life expectancy for women at age sixty-five is higher than for men, but relatively more elderly women are limited in activities of daily living, visit physicians more frequently, and also use more days of hospital and nursing home care than men. 13 
Expenditures For Medical Care
The aged represented only 11 percent of the population in 1980, but since they used more health care services, they accounted for 31 percent of personal health care expenditures. Per capita spending was 3½ times greater for elderly persons than for those under age sixty-five. The level of per capita spending is directly related to the prevalence of disease, the by guest on July 13, 2015 Health Affairs by content.healthaffairs.org Downloaded from number of services used by each patient, and the average cost of each service. The very large differences in per capita spending between the elderly and younger persons are chiefly the result of the higher prevalence of heart disease among persons sixty-five and over. Both younger and elderly women used more medical services and incurred disproportionately higher expenditures relative to their numbers than did men. 14 Women represented 59 percent of the aged population and they incurred 63 percent of the expenditures.
The economic burden imposed by a disease category varied with the age and sex of the population. Exhibit 4 shows the expenditures in 1980 for leading medical conditions according to age and sex. 15 For the elderly, circulatory diseases were the leading cause of health care expenditures, accounting for about 30 percent of the total for older males and females and requiring $674 and $848 per capita, respectively. Also among the five most expensive conditions for both groups of elderly were diseases of the digestive system and mental disorders. Injury and poisoning and diseases of the musculoskeletal system and connective tissue completed the top five most expensive conditions for older females but ranked eighth and ninth for older males. Neoplasms were the second most expensive category among elderly males but ranked sixth for women aged sixty-five and over. Similarly, diseases of the respiratory system were relatively im- 
Future Implications Of Changing Morbidity And Mortality Patterns
There is considerable conjecture and controversy regarding future morbidity patterns. One theory holds that improvements in life-style will reduce the prevalence of morbidity from chronic diseases and will compress morbidity at the older ages. 17 Another theory argues that chronic disease prevalence and disability will increase as life expectancy is increased, and this, in turn, will lead to a "pandemic" of mental disorders and chronic diseases. 18 It is, of course, quite possible that both phenomena will take place simultaneously; there may be an increasing number of individuals in quite good health nearly up to the point of death and an increasing number with prolonged severe functional limitation, with a decline in the duration of infirmity. The effect on the prevalence of morbidity would, of course, depend on the relative magnitudes of the various changes. 19 Changing morbidity and mortality patterns play an important part in developing population projections. 20 The decline in mortality and changes in fertility occurring throughout the United States show different rates of change for the various population groups. Exhibit 5 shows the projections of the population by region and by age between 1980-2000. For the United States, the population is projected to increase 10 percent in the 1980-90 decade and 7 percent in the last decade of the century. The increase in the total population during the two decades is 18 percent. The population groups aged forty-five to sixty-four and sixty-five and over are projected to be the fastest growing segments of the population, each rising 37 percent in the two decades from 1980 to 2000. For the United States, the percentage aged sixty-five and over will increase from 11.3 percent in 1980 to 13.1 percent in 2000. 21 There are, however, important regional variations in these population projections. The West will be the fastest growing region in the country, increasing 45 percent from 1980 to 2000, more than twice the rate of increase for the nation. The South is projected to be the second fastest growing region, increasing 31 percent from 1980 to 2000. growth in the North Central region will slow to only 2.4 percent from 1980 to 1990 and then become negative for the 1990s. The Northeast is projected to lose population in both decades. The differential rates of changes of the population will have a significant impact on planning for health and social services in the various regions of the country. 22 Declining population may result in a surplus of resources; increasing population, particularly among the elderly who require more services, may mean a shortage of resources, especially long-term care services.
Changing demographics will have differential impacts by region on the use of medical care services. The Northeast will continue to have the oldest age distribution with almost 15 percent of its population aged sixtyfive and over. In 2000, the West will have the youngest age distribution of the four regions, with over 22 percent of its population below age fifteen, 45 percent between the ages of fifteen and forty-four, 22 percent between ages forty-five and sixty-four, and 11 percent aged sixty-five and over. 
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Exhibits 6 and 7 show the impact of the aging of the population from 1980 to 2000 for the health care system of the United States by the regions, assuming current age-sex-specific utilization rates. First, the days of hospital care are projected to increase 28 percent. The projected increases vary significantly by region, from only 6 percent in the Northeast to 57 percent in the West, reflecting regional population shifts as well as the aging of the population. Second, the total number of physician visits is projected to increase 19 percent, with significant regional variations. A 5-percent decrease in physician visits is indicated for the Northeast. The West and South, however, with their large projected population growth, will need to increase physician visits 46 and 33 percent, respectively, to meet the medical care needs of the growing number of elderly persons in their regions. Lastly, the aging effect is much greater for nursing home care. The number of residents is projected to increase 69 percent, almost four times the growth in the population. In the Northeast and North Central regions, the number of nursing home residents will need to increase 44 percent. In the South and West, where the elderly will increase 60 percent, the number of nursing home residents will have to more than double to meet the needs of the projected elderly population.
Policy Issues And Challenges For The Future
An aging population raises many important long-term policy issues. alternatives to institutionalization, alternative delivery systems, financing long-term care services, the role of informal support systems, housing, and income maintenance. These are not meant to be all-inclusive; they briefly highlight only a few selected policy issues. Medical care needs versus supply. Will the supply and distribution of physicians, nurses and other medical personnel, hospital beds, nursing home beds, and home care services in the year 2000 be sufficient to meet the medical care needs of the projected elderly population? Based on the projected number of physician visits in the year 2000 and current supply projections, the supply of physicians both in the nation as a whole and in the four regions should be more than adequate to handle the projected number of visits. Current projections indicate that the United States will have an excess supply of physicians by the year 2000, but whether it will have adequate numbers specially trained in geriatric medicine is another important question. 23 Regarding the supply of nurses, a recent Institute of Medicine study concluded that there was not a significant national shortage of generalist registered nurses (RNs) or of licensed practical nurses (LPNs). 24 However, shortages were identified in different geographic areas, in different health care settings, and in specialty nursing. It was noted that nursing homes were grossly understaffed in 1980 and that future demands for RNs employed in nursing homes will substantially exceed supply. 25 Detailed studies of the education and supply of other health and social service workers are not available. It is likely, however, that there are similar shortages and training needs for other types of personnel involved in long-term care. The growing number of elderly persons undoubtedly will exacerbate current shortages.
Hospital days projected for the year 2000 to meet the needs of the nation's aging population are estimated at 351 million days, a 28-percent increase during the twenty-year period 1980-2000, although projected increases vary substantially by region. In 1980, the United States had 959,979 beds in nonfederal, short-term general and other special hospitals operating at a 75.6-percent occupancy rate, representing 4.25 beds per 1,000 population. 26 Under assumptions of increased occupancy rates to 80 percent, as recommended by the Institute of Medicine, the number of hospital beds required to meet the needs of the aging population would have to increase by 282,163, or 28.5 percent, in the nation as a whole by the year 2000. 27 This represents an average of 4.64 beds per total population. Many factors interact to determine supply and demand, including the possibility that supply creates demand. 28 Although there are some trends toward lower per capita use of hospitals, such as declining average lengths-of-stay, tightening of hospital admissions, and changes in hospital reimbursement, the effect of these and other factors on utilization rates over the long run is uncertain. A careful watch should be kept on this flucby guest on July 13, 2015 Health Affairs by content.healthaffairs.org Downloaded from tuating climate and on the need for and supply of hospital beds to meet the needs of the elderly in the future.
The aging effect will have the greatest impact on the need for nursing home care. A recent report of the General Accounting Office reviewed the characteristics leading to nursing home use and concluded that the future at-risk population will grow. "Overall, unless major breakthroughs in the treatment of chronic diseases occur, extended life expectancies, with greater likelihood of chronic disabling diseases and a reduced number of family members able to provide informal care, will lead to a net increase in the population most likely to need intensive nursing home service." 29 In 1980, there were 1.5 million nursing and related-care homes beds, or sixty beds per 1,000 aged persons. 30 If average lengths-of-stay do not change, 2.6 million nursing home beds, or seventy-four beds per 1,000 population sixty-five years and over, will be required in the United States for the year 2000. Alternatives to institutionalization. With the growing numbers of chronically ill elderly and the rising costs of hospital and nursing home care, increased consideration is being given to alternatives for providing longterm care services, to preventing the need for institutionalization, and to alternative delivery systems. These alternatives are aimed at maintaining the independence of the aged or disabled person at home to avoid institutional placement, often viewed as a measure of last resort. 31 Many states are attempting to reduce utilization of nursing home beds in favor of community-based alternatives to institutionalization. Community services include a wide range of health and social services; day health care programs and sheltered workshops offer a range of services such as nursing, occupational therapy, physical therapy, recreational services, and other rehabilitative services in a supervised community setting on less than a twenty-four-hour basis. Also included are home health care, meals on wheels, homemaker services, as well as counseling and guidance, and care and protection with respect to carrying out the tasks of daily living. Hospice services are designed for the care of the terminally ill and may be offered in the hospital, a free-standing facility, or the home. Respite care usually is provided on a short-term basis to relieve caretakers for a period of time.
To meet the diverse needs of the elderly and disabled long-term care population in the most effective and efficient manner will require planning for the availability of appropriate levels of care, both institutional and community-based. Several studies indicate that some nursing home patients do not need the level of care provided in an institution and could remain in their homes if community-based services were available. At the same time, a significant number of the noninstitutionalized population need but do not receive long-term care. 32 The General Accounting Office recently studied this issue and found that when expanded home by guest on July 13, 2015 Health Affairs by content.healthaffairs.org Downloaded from health care services were made available to the chronically ill elderly, longevity and client-reported satisfaction improved. These services, however, did not reduce nursing home or hospital use or total service costs. 33 Yet the growing public support for a wide variety of alternatives to institutionalization indicates that the initial policy issue is not whether community and home health services are less costly but, rather, how these services should be organized and financed for maximum efficiency and effectiveness.
A rapid increase in the development of community-based service programs has been reported across the country. Some programs are being promoted as more humane approaches to care of the aged and disabled, others are being developed as lower-cost alternatives. The expansion of home health programs in particular is anticipated because of less stringent federal restrictions under the Medicare program. The use of diagnosisrelated groups (DRGs) for hospital reimbursement also will encourage the growth of home care to speed hospital discharge. Projections of the growth of alternative community-based, long-term care services cannot be made at this time. It is clearly possible that public policies can be used to expand the use of alternatives such as ambulatory care and surgi-centers in place of hospital care and community-based, long-term care instead of nursing home care. These alternatives to costly institutionalization are possible approaches to meeting the long-term care needs of the growing elderly population while reducing requirements for costly capital investments in health facilities. Alternative delivery systems. Two major obstacles to an effective and efficient long-term care strategy to meet the needs of the elderly in the future are that the current health system is geared toward the management and treatment of acute illness instead of chronic illness and that it is highly fragmented. Chronic illness and disability services cannot easily be separated from acute and primary care services. Those with chronic illnesses and disabilities not only need long-term care services, but also may need hospital, ambulatory medical, drug, eyeglass, podiatric, and dental services. Access to this full range of services within one comprehensive system is the most desirable in view of the growing number of persons with chronic illnesses. If long-term care services continue to be financed and delivered separately from acute care, then individuals and patients may have difficulty obtaining needed services from one system or the other; individuals may not receive necessary services, since providers and agencies may dispute who has the responsibility to provide or pay for needed care. 3 4 More importantly, acute care services are providing a considerable amount of unnecessary care. For example, estimates are that as much as 25 to 40 percent of current hospital utilization and costs could be saved through different financing and delivery models such as health maintenance organizations (HMOs). 35 If such savings could be accomplished, they could by guest on July 13, 2015 Health Affairs by content.healthaffairs.org Downloaded from be redirected to financing long-term care and ambulatory care services; however, the shifting of funds from acute to chronic care services cannot be accomplished easily if the services are financed and delivered through separate systems.
A wide range of options has been discussed and initiated to eliminate the fragmentation of services and to promote the continuum of care, including social health maintenance organizations; revamping reimbursement incentives to institutional providers to improve quality of care; changing program incentives from medicalized solutions to socio-health support services such as hospice, home health, day care centers, and residential care homes; rehabilitation centers; and case management. 36 Such innovative approaches are needed to meet the growing long-term care needs of the elderly and to promote a continuum of care in a cost-effective manner. Financing long-term care services. Current public health care financing programs involve all levels of government as well as the private sector. Medicare provides health insurance coverage to most individuals aged sixty-five and over, to disabled persons under age sixty-five who meet certain criteria, and to those suffering from end-stage renal disease. Medicare is federally administered and financed for all persons eligible for Social Security benefits, without respect to income.
Today, there are 28 million elderly and 3 million disabled eligible beneficiaries on Medicare. In. 1983, total outlays exceeded $58 billion; of this total, 69 percent was spent on hospital services and 23 percent on physician services. Medicare expenditures have been negligible in covering nursing homes. Less than 1 percent was spent for nursing home care; about 2.6 percent was spent for home health services and 3 percent on other services and supplies. 37 Medicare does not cover long-term care services, out-of-institution drugs, dental care, eyeglasses, hearing aids, and other important services for the elderly.
The limitations of the Medicare program, particularly in the care of the chronically ill and disabled, resulted in Medicaid becoming the primary vehicle for the payment of long-term care services in the form of nursing home expenditures. Although more than half of the nation's poor do not meet stringent state eligibility requirements, Medicaid is the principal source of health care coverage provided for the poor. 38 In 1983, Medicaid expenditures amounted to $36 billion. Although federal contributions account for half of the nationwide Medicaid expenditures, this program has become a dominant factor in state finances, and is often the largest item in a state budget. 39 Since 1975, the state role in financing Medicaid has become increasingly problematic because state fiscal capacity has not kept pace with program growth. Medicaid expenditure increases have been one-third to one-half higher than the growth rates of state revenues. 40 In 1975, a comprehensive social service program was enacted through the passage of Title XX of the Social Security Act. Eligibility was limited by guest on July 13, 2015 Health Affairs by content.healthaffairs.org Downloaded from to those in need according to state standards, but within certain federal limits. Between 1975 and 1981, the ceiling on federal Title XX funds was raised from $2.5 to $2.9 billion, and the level of state funding also increased. 41 In 1981, the Omnibus Budget Reconciliation Act (U.S. P.L. 97-35) provided for a significant restructuring of the Title XX program into a Social Services Block Grant (SSBG) and primarily resulted in reductions in both federal funding (by 21 percent) and federal regulatory authority.
With significant political pressure facing states to control the costs of government, the Medicaid program has been a primary target of costcontainment efforts in most states. Program changes have increasingly taken the form of service coverage reductions, more stringent program eligibility, and a variety of efforts to reduce the volume and cost of services. Federal policy changes and the deteriorating fiscal condition of many state governments have stimulated consideration of these and other program changes. 42 Recent state attempts to reduce nursing home costs are also likely to have an impact in the future. The potential overall impact of cost-control efforts by use of reimbursement policies will, no doubt, be considerable over time. The impact of such policy changes and budget reductions on the growing number of elderly, who are high utilizers of these services is also likely to be great.
Theoretically, a range of alternative public services and programs are available to assist eligible individuals. However, many of these services depend on federal funding or federal-state matched funding and are administered at the local level either through public or private agencies. The development of appropriate community services has rested largely within the private, nonprofit sector, and it is this sector that appears to face a large proportion of cutbacks in public monies. 43 With the projection of 35 million Americans aged sixty-five and over by 2000, many of whom will need some form of long-term care, the fate of the private, nonprofit service providers and of both public and nonpublic sources of funding must be a critical concern. Role of the informal support systems. The effect of public policy on the nation's largest source of caregivers-the family support system-also is a key issue. Kin, close friends, and neighbors play a major role in assisting the chronically ill and disabled elderly in the community. It is estimated that as much as 60 to 80 percent of the care presently received by the disabled and aged stems from this source. 44 Often such phrases as "the family" or "the informal support system" constitute euphemisms for women (daughters, daughters-in-law, wives) as the primary caregivers responding to long-term care needs of family members. 45 Historically, the coping patterns of American families have evolved around strong values about the family's ability to be self-sufficient and self-supporting. Yet many families are under considerable stress as they seek to remain intact and to by guest on July 13, 2015 Health Affairs by content.healthaffairs.org Downloaded from cope with the problems. Furthermore, the overall effect of stress, social isolation, and restricted financial and emotional resources can place the caregiver, frequently an older woman, at risk of illness.
In the area of health and long-term care for the elderly, the mediating structure of the family has emerged in the context of how public programs may supplant or support informal services provided in the private sector. The availability of services to assist families in their caregiving role is vitally important. Services such as respite care, home care, personal care services, preventive outpatient care, podiatry, optometry, dental, and adult day care are among the major types of services required to provide assistance to families. Currently, even middle-income elders and their relatives and families will be hard pressed to find available services such as respite or adult day care even when they can afford to pay some portion. Programs are needed that would encourage a proportionate sharing of financial costs for these services. The "all or nothing" rule of eligibility in the current policy structure needs serious rethinking in the context of the burgeoning elderly population. Housing. Housing is another essential-although largely ignoreddimension of long-term care. 47 Age is an important factor in maintaining adequate and affordable housing since retirement often reduces disposable income by one-half to one-third. Older Americans pay a larger proportion of their incomes for rent than other age groups. For example, approximately 2.3 million elderly households spend over 35 percent of their incomes on housing. Forty-one percent of elderly renters with incomes below poverty level spend over 45 percent of their income for r ent. 4 8 The federal role in housing has mainly addressed the needs of the severely disadvantaged -particularly black and Hispanic-who have a greater probability of being inadequately housed. In addition to federal subsidized housing to low-income households (Section 8, Housing and Community Development Act, U.S. PL 93-383), there is federal financing for housing construction for older persons (Section 202), and grants to public housing authorities to provide nutritional meals and support services to partially impaired elderly and handicapped persons (Congregate Housing Services Act, U.S. PL 95-557). 49 However, the federal role in housing is limited not only by inadequate funding but also by a narrow restriction of program focus and authority. Integration of housing with the health and social needs of older persons who are vulnerable to institutionalization is lacking. This vulnerability could often be offset by preventive measures in the form of a supportive living environment with technological or structural modifications to assist in leading a dignified and independent life in the community. The resource of property can quickly and unexpectedly erode with the onset of chronic illness requiring long-term social and medical maintenance costs. A broad sector of by guest on July 13, 2015 Health Affairs by content.healthaffairs.org Downloaded from middle-income retired couples with serious chronic illness have been faced with the grim choice of either divorce (separating personal property of spouse) or state-imposed "spend-down" of income and assets to poverty level in order to receive long-term care under the Medicaid program.
The importance of relating housing to long-term care (not only in terms of available supply, but also in structural or technological modifications) is often realized too late, when the functional independence of an individual has been threatened and families can no longer cope. For some individuals who are able to plan for old age, the continuing care retirement community (CCRC) is an appealing (if not always affordable) concept. In the United States today there are about 275 of these communities where some 90,000 elderly people live independently in their own apartments. It is common for individuals to sell their homes and to use the homeowner equity for a CCRC downpayment. What is unique about these communities is the health care guarantee, providing insurance against the cost of long-term care, as well as supplementing Medicare and private coverage for acute health care costs. 50 Overall, public policy has fostered a piecemeal approach to housing needs, with incentives toward a privately developed and publicly financed nursing home industry. Some suggest that the multibillion-dollar nursing home industry has functioned as a substitute for the lack of adequate income, suitable low-cost housing, and community social supports. 51 Based on narrowly targeted services and eligibility under the federal-state Medicaid program, nursing homes have by default become the dominant longterm care policy. The valuable resource of home ownership is threatened by this policy. Income maintenance. Although the economic status of the elderly has improved during the last two decades, there are significant income differences between men and women, whites and blacks, and of elderly couples compared to the elderly unmarried. 52 One out of seven elderly persons (14.6 percent or 3.8 million) lived in poverty in 1982. Poverty is not uniform among the elderly and is disproportionately high among elderly women and blacks. The young elderly, particularly white males, have the lowest poverty rates. In 1982, nearly 30 percent of white, 50 percent of Hispanic, and 60 percent of black aged population subsisted at poverty and near poor (125-150 percent of poverty) income levels. An estimated 34 percent of elderly female individuals had incomes below $5,000, compared to 25 percent of elderly male individuals. 53 Poverty rates are thus highest among the aged women and minorities, those who live alone, and among those who are not married, do no work, depend exclusively on Social Security benefits, and who live in small towns and rural areas. If the value of in-kind food, housing, and medical care received by the low-income elderly population were regarded as money income, the poverty rates would be reduced, but relatively high rates of poverty among by guest on July 13, 2015 Health Affairs by content.healthaffairs.org Downloaded from the elderly still persist. 54 There is also a greater incidence of poor health and chronic disability correlated with marital status, education, poverty, and regional residence. 55 The percentage of persons reporting function impairments is twice as high among the poor as among those with adequate incomes. 56 This differentiated profile of older Americans raises the need for broad solutions which go beyond the medical treatment of chronic illness to address the critical policy area of income maintenance. To this goal, Social Security issues of equity, financial solvency, and continued adequacy of benefit levels are highly relevant to individual well-being. 57 Social Security benefits are the single largest source of money income for the elderly, and the single source of which the largest proportion is most dependent. The idea that hard-working middle and upper class people will be spared the same indignity of welfare medicine that the poor receive is an illusion easily shattered with the onset of real need for intensive home care or nursing home care on an extended basis. Even for those individuals and families on moderate, and middle incomes, expenses for chronic or acute illness can lead to impoverishment. The projected increase in the older population, especially the very old, highlights the importance of adequate incomes for elders of the future.
The Future Of Aging Policy
Today, the future of the poor and near-poor, as well as of the middleincome elderly seems more uncertain than at any time in the past fifty years. There are two major challenges for aging policy under the current conditions of fiscal austerity.
The first issue for the future of aging policy concerns the extent to which organizations and professionals in aging will ally with a broader base of action and expand their concerns to encompass more generic issues such as revenue reform and health system restructuring. 58 Singleinterest, aging-based politics may have been an efficacious strategy to follow over the past thirty years. However, unless advocates for the elderly now address broad policy issues, many of which may not deal directly or solely with aging issues, the elderly are likely to find their future shaped by the advocacy of others.
A second issue is whether long-term policy goals and priorities should be determined nationally, or in a more decentralized fashion. Given the structure of current diverse programs, a complete understanding of "national" policy on long-term care cannot be obtained without systematic examination of Medicaid, social services, and Supplemental Security Income policies across the fifty states, as well as the distribution of resources through such national programs as Social Security and Medicare. The question is: Are there long-term care needs and responsibilities that by guest on July 13, 2015 Health Affairs by content.healthaffairs.org Downloaded from are so significant and universal that uniform national policies are required? Or is long-term care a policy area that we wish to continue to delegate largely to the states and to private individuals, encouraging a myriad of different eligibility requirements, benefits, and standards, knowing that the states will surely vary in their fiscal capacity and political willingness to organize and underwrite such care?
We believe that the goal of an equitable allocation and distribution of the nation's health care resources cannot be reached without a vital federal role in health and aging. As state and local governments across the country devise ways to meet the countervailing demands of taxpayers, providers, and health advocates, it appears increasingly clear that longrange comprehensive reform with needed cost containment will not develop without concerted national leadership.
In framing a long-term care strategy to meet the needs of the growing number of elderly at risk, consideration must be given to the relationship between state-local government capacity to assume responsibility for the elderly (and particularly for the long-term care policies for the near-poor and poor elderly) and the fiscal context within which state and local governments are operating. Consideration of the interrelationship between state and federal economic conditions and policies, and the real and growing revenue disparities across different states and geographic regions is needed, also. 59 Ideally, we should begin by defining the parameters of long-term care to encompass four basic principles. First, it must be comprehensive, including a full range of health and social services covering the long-term care continuum from community-based care to institutional care. It must also include preventive and restorative services as well as treatment and illness management. Long-term care services must be linked with other health and social services as well as with hospital and physician services. Second, it must provide incentives for providers to keep costs at a reasonable level, to prevent overutilization, and to promote the use of appropriate services. Third, it must have a financing system that provides protection from impoverishment to individuals who need long-term care, and that allows for combining private and public resources to assure protection for individuals before they become ill. Fourth, it must ensure access to those who need the services regardless of financial ability to pay or other characteristics. Clients must have access to the services regardless of age or disability. While long-term care is predominantly used by older individuals, it is a system for those of all ages who are disabled.
In brief, we are proposing an intergenerational agenda. It is an agenda that will require action at the community, state, and national levels in order to develop and establish a long-term care policy which meets the multiple needs of the increasing number of elderly and encourages healthy aging, independence, and autonomy in our old age. 
